Perinatal care has been recognized as an integral part of ensuring quality health care in hospitals, and the focus on perinatal care quality is increasing. The previous hospital literature has focused much attention on measuring and improving quality of care generally, but recently there has been a call for a more comprehensive approach to measuring quality in the perinatal care setting. The perinatal literature is limited in addressing the association between organizational factors and perinatal quality. Using chart audit data for more than 10 000 maternity patients, we used multiple regression analysis to examine the association of organizational factors and perinatal quality of care. Findings show that ownership, setting (location), and hospital policy on infant feeding were statistically significant. Findings suggest that it is important that hospital boards and leaders develop and implement organizational policies to enhance perinatal quality of care.
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Initiative (BFHI) is one measure that has been empirically evaluated based on perinatal outcomes. The BFHI is considered a perinatal quality assessment and improvement system whereby hospitals earn accreditation by proof of adherence to The Ten Steps to Successful Breastfeeding (The Ten Steps). 4, 6 To date, the BFHI has been implemented in more than 152 countries and more than 400 US hospitals in 49 states and the District of Columbia. 7 Prior to the development of BFHI, infants were routinely separated from their mothers, given infant formula that was not medically warranted, and offered pacifiers within the first few hours of life, and mothers were sent home with a gift bag full of infant formula. 8 Each of these practices was detrimental to the early and continued success of breastfeeding, which is associated with healthier babies.
In 2007, The Ten Steps gained momentum in the United States when the Centers for Disease Control and Prevention began to monitor the status of US hospitals through its Maternity Practices in Infant Nutrition and Care survey. 9 Additionally, the federal Healthy People 2020 goals include perinatal practices that are supportive of breastfeeding, including The Ten Steps. reflected increases in breastfeeding duration and exclusivity. 6, 8, [10] [11] [12] [13] [14] These empirical investigations of The Ten Steps exhibit processes and outcomes in the Donabedian 15 model and type II quality according to Weisbrod. 16 Previous literature has focused attention on general hospital quality of care. There has been ongoing debate over hospital ownership type and organizational setting in relation to the general quality of care that patients receive. Some scholars believe that nonprofit hospitals provide better quality of care than do their for-profit and governmental counterparts, but current data are limited and remain mixed with this regard. [17] [18] [19] [20] Additionally, new evidence posits that rural hospitals are in a better position to deliver better quality of care than urban hospitals. 21 Today, interprofessional medical teams and interprofessional continuing medical education are emphasized in the medical environment to provide more inclusive care to patients. 22, 23 Further, organizational policies are said to reflect overall organizational values and as such are posited to be the strongest factor in ensuring that recommended practices are implemented in overall hospital practice. 24, 25 This article provides findings from a study that examines the association of perinatal quality with organizational factors, including hospital ownership, policy, and setting. We first provide a review of the relevant literature that informs our hypotheses, followed by a description of study methods, findings, and practice implications of the findings.
LITERATURE REVIEW AND HYPOTHESIS DEVELOPMENT
Our literature review is focused on the empirical evidence associated with ownership type, setting, and hospital policy and their relationship to quality of care. Specifically, literature addressing these organizational factors is examined in relation to quality of care to provide a more comprehensive understanding of the quality of services offered to women in the perinatal period.
Ownership Type and Organizational Behaviors
Rich historical literature is focused on the differences between hospital ownership type and various organizational behaviors. [17] [18] [19] [20] Many of the results were mixed regarding costs, 26, 27 fiscal and operational efficiencies, 28 managerial compensation, 20 profitability, 29 and market orientation. 28 The literature reflects mixed results with regard to ownership type and quality of care offered [30] [31] [32] ; however, the theme that nonprofit hospitals provide higher quality of services emerges from several studies. 18, 26, 33, 34 Much of the attention in the literature focused specifically on general health care settings and is limited on the examination of specialty care. A specialty area that merits greater attention regarding organizational factors that are associated with quality of care is women's health care.
Khoury et al 35 found that nonprofit women's health centers outperformed their for-profit counterparts in providing access to care for women, offering services at reduced rates, offering a broader range of primary care services, providing training to health care providers, and involving women in health center governance. There appears to be a difference in quality of care based on ownership type not only for general health care, but also specific to women's health care. Based on this information, we posit that nonprofit hospitals will offer better quality perinatal care than their for-profit counterparts.
• H1: Nonprofit hospitals will positively outperform for-profit hospitals in perinatal quality of care.
Organizational Setting (Location) and Organizational Behaviors
Along with ownership type, the hospital setting or location has been examined as a factor that affects quality of care. Rural hospitals often rely on public subsidies, which put them at a financial disadvantage and ultimately affect their competitiveness. 36 Additionally, most rural hospitals are small and lack the technology of larger urban hospitals, which has also been shown to affect their financial status because patients will often drive a farther distance to experience better technological medical advances. 37 Recently, this lack of competitive advantage has led to fiscal inefficiencies and ultimately the closure of many rural facilities. 36 However, there is new 62 THE HEALTH CARE MANAGER/JANUARY-MARCH 2019 evidence that rural hospitals are in a better position to deliver quality of care due to the familiarity with patients. 21 The US Department of Health and Human Services reported that rural hospitals performed better than urban hospitals on 3 federal quality initiatives: the Hospital-Acquired Conditions Reduction Program, the Hospital Readmissions Reduction Program, and the Hospital ValueBased Purchasing Program. 21 The report suggested that rural hospitals outperformed their urban counterparts because of the high level of trust that the residents have in providers who are familiar with them and their community. 21 Considering perinatal care, labor induction and cesarean sections conducted for reasons other than medical necessity indicate low quality of perinatal care. 38 After controlling for age, race, income, and pregnancy complications, the authors found that rates were similar based on size and teaching status; however, when examining organizational setting, the results reflect a small and negligible difference (ie, 1 percentage point difference) in rates of cesarean section and labor induction, with urban settings displaying slightly lower rates than rural settings. 38 If rates of labor induction and cesarean section are indeed a measure of perinatal quality, the findings of Kozhimannil et al 38 indicate that urban hospitals provide better quality of perinatal care than do rural hospitals. However, the US Department of Health and Human Services' more recent report reflects a higher level of routine quality of care among rural hospitals. 21 We posit that rural hospitals have built significant relationships within the community (ie, connected with the community) and thus will offer better quality of care than urban hospitals.
• H2: Rural hospitals will positively outperform urban hospitals in perinatal quality of care.
Organizational Policy
Hospital organizational policies cover a broad range of topics from the use of interprofessional medical teams to the treatment of patients. Successfully instituting organizational change requires developing a formal written policy that is effectively communicated to all hospital staff. Dennison et al 25 posit that having a written infant feeding policy is the strongest factor in ensuring that recommended perinatal care practices are implemented in overall hospital practice. Having a written infant feeding policy in place not only reflects the values of the hospital, but is also associated with a higher prevalence of breastfeeding. 25 Organizational policies represent the inherent values of an organization and the commitment to quality. Therefore, a formal infant feeding policy should positively influence quality of perinatal care.
• H3: Having an infant feeding hospital policy in place will positively influence quality of perinatal care.
METHODS

Study Design
We used multiple regression analysis to address the research question: What organizational factors influence quality perinatal care? The specific organizational factors examined in this model include hospital ownership type, hospital setting, and hospital infant feeding policy. These 3 predictors were regressed on a continuous aggregate quality perinatal score while controlling for health care provider type and total number of hours of continuing medical education.
Data
In 2010, the Virginia Department of Health collaborated with the University of Virginia's School of Medicine, Office of Continuing Medical Education, in the development and implementation of a web-based performance improvement initiative for health care professionals. The initiative, titled "Breastfeeding Friendly Improvement Project: Meeting the Gold Standard in Infant Nutrition," is a performance improvement, continuing medical education program designed to improve perinatal care practices that promote and support breastfeeding in US-based maternity care facilities. The quality indicators used in the initiative were modeled after The Ten Steps Quality Perinatal Care 63 and as such were used as proxy for quality perinatal care. Given the focus on perinatal quality, the initiative was subsequently approved by both the American Board of Pediatrics and the American Board of Family Medicine as Maintenance of Certification (MOC), Continuing Education, Part 2 and Part 4 initiative. Health care providers were solicited for the initiative through word of mouth, social media marketing, listing on medical specialty websites, and conference fliers from June 2011 through October 2015. One thousand forty health care professionals enrolled in the initiative. Descriptive data for the health care providers are shown in Tables 1 and 2. The web-based MOC initiative was divided into 3 phases of data collection: identify, implement, and integrate. Upon registering for the MOC initiative, each health care provider answered a series of questions related to certain organizational factors such as their provider type, organizational setting, organizational ownership type, total number of continuing lactation hours acquired, and policy. Provider type and number of continuing lactation education hours acquired were used as the control variables in this study. During each phase, participants received individualized reports and comparisons with aggregated data of their peers to encourage self-reflection. Only data from the first phase were used in this analysis. This first phase required the health care provider to conduct a needs assessment by means of a chart audit. During the chart audit, health care providers answered a series of questions about each patient's chart. The questions were based on previously established quality indicators developed from The Ten Steps. Although the clinician completing the chart audit was required to be listed as the treating clinician of the patients whose charts were being examined, the chart audit reflects the nature of care provided by the hospital, not the individual clinician. The unit of analysis in this study was the individual patient chart.
Patients included in the chart audit for the performance improvement initiative were selected based on the following criteria: they gave birth vaginally or by caesarean; the delivery occurred in a hospital setting, at home, or birth center; and the delivery occurred at least 4 weeks prior to inclusion in the audit. The chart audit excluded patients who delivered a stillborn or who experienced complications resulting in maternal death. In addition to meeting the patient selection criteria, all completed chart audits required the participating health care provider to be listed as the treating clinician. A maximum of 15 patient charts were convenience sampled by each health care provider. The total sample of 10 825 audited charts were included in the analysis.
Variables
During the chart audit, treating clinicians reviewed patient charts in reference to 13 quality perinatal indicators (Table 3 ). The total numbers of correct answers from the 13 perinatal quality indicators were added to create the aggregate quality score for each patient. Additionally, if the treating clinician answered yes to quality indicator 5, they were given the opportunity to choose how many times that breastfeeding assessment was conducted during the hospital stay. This additional question allows for a single clinician to rate perinatal quality higher than 13. Four indicators were reverse coded to indicate that the use of pacifiers and infant formula are not warranted in high-quality perinatal 7 This aggregate quality score was used as the dependent variable. This score was empirically examined in relation to specific organizational factors noted in the hypotheses.
Along with the 13 quality indicators that were used as the aggregate quality score, the analysis also included organizational factors that acted as the independent or control variables in the regression equation. The organizational factors included as independent variables were hospital ownership type, organizational setting, and whether there was a hospital infant feeding policy in place. The factors included as control variables were health care provider type and total number of continuing medical education hours acquired by the health care provider.
Fifteen health care provider types were included in the performance improvement initiative as a control variable and are reflected in Table 1 . These types were condensed to physician, nurse, or other to simplify the analysis. Twelve ownership types were included in the performance improvement initiative as evidenced by Table 2 . These were collapsed into 3 categories: nonprofit (n = 4689), for profit (n = 428), and other (n = 5108), which were also dummy coded using the other category as the reference category for analysis. The nonprofit category included private nongovernmental, nonprofit hospitals (n = 3552) and academic nonprofit hospitals (n = 1137). The for-profit category included private for-profit hospitals (n = 389) and academic for-profit hospitals (n = 39). The other category included outpatient practice (n = 2972), birth center (n = 113), home-based practice (n = 20), federal government hospitals (n = 93), federally qualified health centers (n = 78), other categories not specifically listed (n = 741), and unknown (n = 951). The organizational setting included urban (n = 8513), rural (n = 1899), and unknown (n = 413). Again, these 3 setting categories were dummy coded using the unknown category as the reference category for analysis. The organizational policy status is reflected in 3 categories: the hospital did have an infant feeding policy in place (n = 1685), the hospital did not have an infant feeding policy in place (n = 709), and the policy status was unknown (n = 8431). These 3 categories were dummy coded using the unknown category as the reference category for analysis.
Although all fields were expected to be completed by each health care provider enrolled, 412 health care providers left the continuing lactation education field blank. Pairwise deletion was used for any fields left blank as reflected in the results of the full model, which resulted in the analysis of 10 413 charts in the full model. 39 All other fields were completed.
RESULTS
Descriptive Statistics
The aggregate perinatal quality score reflected a mean of approximately 15 with a range of 23. Correlation analysis showed a statistically significant relationship between the aggregate perinatal quality score and nonprofit hospitals (Pearson r = −0.101) and rural hospitals (Pearson r = −0.077); however, this is a negative correlation, which was unexpected. Additionally, there is a significant positive correlation between aggregate perinatal quality score and hospitals that had an infant feeding policy in place (Pearson r = 0.123). The nature of the relationships was explored further using multiple regression analysis. Table 4 reflects the regression analysis for examining the relationship between the aggregate perinatal quality score and the 3 categorical variables (ownership type, setting, and hospital policy), as well as for the 2 control variables (provider type and number of continuing medical education hours). Although a total of 10 825 audited charts were included in the analysis, the full model reflected only 10 413 audited charts because of the fact that some fields requesting the total number of continuing lactation education hours were left empty. Pairwise deletion was used to remove the blank fields prior to testing. 39 The full model with all 3 predictor categories and 2 control variables was found to be statistically significant (R 2 = 0.071, F 8,10 404 = 99.056, P = .000).
Multivariate Analysis
Hypothesis 1 posits that nonprofit hospitals will positively outperform for-profit hospitals in perinatal quality of care. The results indicate a significant difference between the aggregate perinatal quality scores of for-profit hospitals (β = −.199; t = −9.006; P < .001; 95% confidence interval [CI], −1.141 to −0.733) and nonprofit hospitals (β = −.186; t = −14.007; P < .001; 95% CI, −1.563 to −1.179) when compared with other ownership types. For-profit hospitals displayed a slightly lower and statistically significant aggregate quality score when compared with other ownership types. Nonprofit hospitals displayed an even lower and statistically significant quality score. This indicates that hypothesis 1 is not supported in that for-profit hospitals outperform nonprofit hospitals in perinatal quality of care.
Hypothesis 2 posits that rural hospitals will positively outperform urban hospitals in perinatal quality of care. The results indicate a significant difference between the aggregate perinatal quality scores of rural hospitals (β = −.099; t = −10.383; P < .001; 95% CI, −1.139 to −0.777) when compared with hospitals where the setting in unknown. Rural hospitals displayed a slightly lower and statistically significant aggregate quality score when compared with hospitals where the setting is unknown. Therefore, hypothesis 2 is not supported because urban hospitals display slightly higher quality scores than their rural counterparts. Hypothesis 3 posits that having an infant feeding hospital policy in place will positively influence quality of perinatal care. The results indicate a significant difference between the aggregate perinatal quality scores of hospitals where there is an infant feeding policy in place (β = .124; t = 13.033; P < .001; 95% CI, 1.577-2.135) when compared with hospitals where the status of an infant feeding policy is unknown. There is also a significant difference between where there is not an infant feeding policy in place (β = .164; t = 17.104; P < .001; 95% CI, 1.481-1.864) when compared with hospitals where the status of an infant feeding policy is unknown. Hospitals that did not have an infant feeding policy in place displayed a lower and statistically significant perinatal quality score. A test of robustness was conducted to allow for direct comparison of the perinatal quality scores between hospitals The results indicated a significant difference between the 2 groups and support for hypothesis 3 (t = 2.809, P < .05).
CONCLUSIONS AND DISCUSSION
Multiple regression analysis was used to examine the relationship between the aggregate perinatal quality scores for hospitals and organizational factors. The full model, which included 3 organizational factors and 2 control variables regressed onto the aggregate perinatal quality score, was indeed found to be significant. All predictor variables were significantly related to a hospital's overall perinatal quality score.
Our finding that for-profit hospitals had higher perinatal quality compared with nonprofit hospitals was unexpected. It may be that for-profit hospitals, while seeking to maximize revenue, are focused on providing quality care to appeal to patients and to promote greater efficiency. 40 Our finding that urban hospitals had higher perinatal quality compared with rural hospitals was contrary to our hypothesis, but may reflect that hospitals offering perinatal care in urban settings, compared with hospitals in rural settings, have greater resources and are able to use those resources in ways that better support the care of mothers and babies. This finding may also reflect that the greater number of hospitals providing perinatal services in urban areas creates a competitive environment where hospitals compete on the basis of quality to address the evolving needs of mothers and babies. Finally, the finding that hospital adoption of organizational policy on infant feeding was significantly related to perinatal quality suggests the important role of administrative decision making in establishing practice standards to ensure quality perinatal care. Rather than leaving best practices to happenstance, hospitals that have established and enforced policies that reflect best practice are better able to achieve higher perinatal quality. Furthermore, this finding suggests that these hospitals can use these best practices to grow their volumes by appealing to expectant mothers with a promise of a better perinatal experience.
PRACTICE IMPLICATIONS
There are several practice implications of our study findings. Given the significance of the relationships between hospital ownership and perinatal quality, the governance of hospitals plays an important role.
The fundamental difference in mission for forprofit and nonprofit hospitals suggests that hospital boards should reevaluate their approach to policy making and strategic planning related to perinatal service, as these services show a continuing demand in the future. 41 In addition, as the focus on hospital quality measures moves from the general to service specific, boards should take a leadership role in defining quality for their organizations that includes specialty quality measures such as those for perinatal services. In addition, a key consideration for hospital boards is determining the role of perinatal services in their service mix. Although research indicates differences in leadership based on ownership type, in reality the governance models may be a hybrid of the corporate model that forprofit organizations are said to display and a philanthropic model that nonprofit organizations are said to display. 42 Regardless of ownership, service decisions and enhancements to promote quality championed by hospital boards should be tied to community need.
Administrators and medical staff are charged with carrying out the hospital's daily affairs and are directly accountable to the boards of directors for management of the facility and the care that is provided, respectively. 43 The medical staff have a great deal of influence on direct care provided and the hospitals' medical expenditures and thus can shape the financial performance of the organization. 42 The medical staff are charged with developing clinical policies and rules governing patient care. The results of this study revealed that hospitals with an existing infant feeding policy in place had higher perinatal quality scores compared with hospitals without a policy in place. Our study findings suggest that the medical staff should take the leadership role in shaping and implementing perinatal policies, such as the infant feeding policy, which was shown in this study to be significantly associated with a hospital's perinatal quality scores.
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Finally, study findings suggest that the role of rural hospitals in the provision of perinatal care is an important focal area in improving perinatal care. Rural hospitals focus much of their attention on getting to know the community, which helps to build patient trust. 21 Taking the time to build trust, however, may not mean much if rural hospitals lack resources to provide a comfortable labor and delivery experience for an expectant mother. 31, 37 Providing quality perinatal care can mean the difference between mothers having to drive a longer distance to a hospital in an urban setting-if transportation is even available-or delivering their babies in a rural hospital within close proximity. Even under extreme situations, unexpected deliveries in emergency rooms can offer a glimpse of quality perinatal care by allowing the mother and baby to remain together. Despite the fact that rural hospitals may have fewer resources, including space, staffing, and technology, compared with urban hospitals, they still have the ability to develop and implement organizational policies that reflect best practices and highquality perinatal care. Administrators in rural hospitals should work closely with their urban counterparts to identify population needs, share expertise, and develop meaningful perinatal policies that advance the quality of perinatal care in their facilities.
LIMITATIONS
A few limitations of our study deserve mentioning. First, the nature of the analysis is that it was conducted post hoc on a previously collected dataset. Therefore, limitations were placed on the number and type of organizational factors that were originally collected. Future research in perinatal services and quality of care should include other organizational factors that were not included that may be related to perinatal quality. Second, study findings are not generalizable to all hospitals in the United States as the study included only self-reported information from providers at a sample of hospitals in the United States. Some hospitals not included in the sample may have experienced perinatal care quality that differs from our reported findings.
